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INTRODUCTION:  More  commonly,  a vaginal  cuff dehiscence  is a complication  of robotic  or laparoscopic
hysterectomy  while  dehiscence  is less  commonly  observed  following  total  abdominal  or vaginal  hys-
terectomies.
PRESENTATION  OF  CASE:  Three  years  after  an  uncomplicated  total abdominal  hysterectomy  for  ﬁbroid
uterus,  a 50  year  old  female  with  a known,  large  adnexal  mass  presented  with  vaginal  cuff dehiscenceysterectomy
aginal cuff
ehiscence
visceration
and  prolapse  of  the  adnexal  mass  through  the vaginal  cuff.
DISCUSSION: We  discuss  surgical  risk factors  including  route  of  hysterectomy,  method  of  colpotomy  and
vaginal  cuff  closure  as  contributing  factors  for vaginal  cuff dehiscence  in our  patient.
CONCLUSION: Any large  pelvic  mass  that  may  potentially  exert pressure  necrosis  on  the vaginal  cuff,
even  remote  from  hysterectomy  may  result  a vaginal  cuff  dehiscence.  Emergent  surgical  intervention  is
gical
warranted.
© 2013 Sur
. Introduction
Vaginal cuff dehiscence after hysterectomy is uncommon. The
ncidence of dehiscence ranges from 0.03 to 1.2% depending
n the mode of hysterectomy,8 with total laparoscopic-assisted
nd robotic-assisted hysterectomies associated with higher rates
ompared to trans-abdominal or trans-vaginal hysterectomies.1
visceration of pelvic and abdominal organs through defects in the
aginal cuff is, likewise, a rare event. Publications have cited vagi-
al vault evisceration of small bowel, omentum, fallopian tube,
ppendix.2 Risk factors which may  contribute to vault deteriora-
ion and subsequent prolapse of abdominal contents appears to
iffer between pre-menopausal and post-menopausal women.3
re-menopausal cases have been associated with sexual or obstet-
ical trauma, while post-menopausal cases are related to vaginal
trophy.3
To date, this is the ﬁrst reported case of a vaginal cuff dehis-
ence complicated by an adnexal mass prolapse three years after
n abdominal hysterectomy..  Presentation of case
A 50 year old pre-menopausal woman, gravida 3, para 3, had
 history of a total abdominal hysterectomy for symptomatic
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leiomyomas. Her obstetrical history was  remarkable for a cesarean
delivery followed by two vaginal deliveries. She remained sexually
active with her partner postoperatively.
Six months following a total abdominal hysterectomy, she was
evaluated for chronic pelvic pain. Her initial sonogram noted a left-
sided simple, thin walled, smooth unilocular 3.5 cm ovarian cyst.
One year later, follow-up CT imaging noted an increase in the cyst
size to 5 cm (Fig. 1). During this observational period, the patient
reported good control of her pelvic pain with oral analgesics.
36  months after the patient’s initial surgery, the pelvic pain
became increasingly refractory to medication and a repeat pelvic
sonogram revealed a simple left-sided ovarian cyst which had
increased to 7 cm with a newly adjacent 3 cm complex mass. Ovar-
ian tumor markers for CA125, CEA, OVA1, AFP, and HE4 were all
normal. The patient elected to undergo deﬁnitive surgical manage-
ment.
Prior to presenting for her scheduled surgery, the patient pre-
sented to the emergency room with a two-day history of intense
pelvic pressure, vaginal spotting, and a “bulging” sensation in her
vagina upon straining. Examination revealed a 3 cm by 3 cm defect
in the vaginal cuff with a prolapsing sac, presumed to be small
bowel. Emergent CT imaging of the abdomen and pelvis revealed
a 10 cm mass arising from the left adnexa, with cystic and solid
components, herniating through the vaginal cuff without signs of
intestinal involvement (Figs. 2 and 3).
Exploratory laparotomy was performed revealing a 10 cm x 8 cm
adnexal mass. Lysis of adhesions along the planes of the blad-
Open access under CC BY-NC-ND license. der and sigmoid colon allowed release of the adnexal structure.
The inferior aspect of the mass was  densely adhered to the vagi-
nal cuff. The cyst was  removed en-bloc along with the left ovary
and fallopian tube. On further exploration of the pelvis, a 3 cm
Y-NC-ND license. 
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Fig. 1. (Axial CT) left adnexal cystic mass. 12 months after hysterectomy.
Fig. 2. (Axial CT) left adnexal cystic mass. 36 months after hysterectomy.
Fig. 3. (Coronal CT) left adnexal cystic mass. 36 months after hysterectomy.PEN  ACCESS
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cystic mass was  seen on the contra-lateral ovary, and a right salp-
ingoophorectomy was performed. The vaginal cuff was  inspected,
opened entirely (4 cm), debrided of sparse areas of necrotic tissue
and closed with synthetic absorbable suture using ﬁgure of eight
sutures. The pathology report revealed a benign ovarian serous cys-
tadenoma. Postoperatively, the patient received broad spectrum
antibiotics and recovered fully without complications.
3. Discussion
Vaginal dehiscence with intestinal evisceration has been
described in the literature dating back to 1860.4 Several large obser-
vational studies have described the incidence and management
of vaginal cuff dehiscence and subsequent intestinal evisceration
after hysterectomy, with the highest postoperative occurrence seen
within the ﬁrst three months.5 To the best of our knowledge, this
is the ﬁrst reported case of vaginal cuff dehiscence complicated by
adnexal mass prolapse after hysterectomy. In the case presented
here, the patient’s adnexal mass, encased in adhesions, seemed to
expand posteriorly and inferiorly in the pelvis, placing increasing
pressure on the vaginal cuff. Eventually, pressure necrosis resulted
in vaginal dehiscence. The cuff was  repaired primarily abdominally
in order to remove the adnexal mass en-bloc without rupture, to
avoid injury to adjacent structures, and to inspect the extent of cuff
necrosis with repair after necessary debridement.
Non-surgical risk factors associated with increased cuff dehis-
cence include the postoperative infection, vaginal coitus prior to
full healing of the cuff, postmenopausal age, exposure to pelvic
radiation, corticosteroid use, penetrative vaginal trauma, or pre-
vious history of vaginal surgery.2 The only risk factor present in the
case of our patient was  vaginal intercourse.
Three common surgical factors signiﬁcantly associated with
increased vaginal cuff breakdown include mode of hysterectomy,
colpotomy technique, and method of vaginal cuff closure.6
Route of hysterectomy is a signiﬁcant risk factor for vaginal
cuff dehiscence. In one series, vaginal, abdominal, and total laparo-
scopic hysterectomies were associated with a 0.15, 0.25, and 0.80%
incidence of vaginal cuff dehiscence, respectively.5 Given the pre-
sentation of pelvic mass in this case, we  suspect the patient would
have experienced dehiscence regardless of hysterectomy type, and
possibly sooner with laparoscopic or robotic route.
Differences in colpotomy techniques at time of hysterectomy
have been associated with cuff breakdown. One hypothesis is that
electrocautery during colpotomy and use of electrocautery for
hemostasis at time of cuff closure may  contribute to cuff break-
down. However, in a recent series, no difference was observed
in the incidence of cuff separation between colpotomy performed
with monopolar energy (during total laparoscopic hysterectomy)
versus cold knife colpotomy (during vaginal and abdominal
hysterectomy).7 The original mode of colpotomy in this report was
traditional knife colopotomy.
Vaginal  cuff closure may  be the strongest risk factor for vagi-
nal cuff dehiscence, particularly following laparoscopic and robotic
hysterectomy. In patients who  underwent total laparoscopic
hysterectomy, a recent study demonstrated 0.86% vaginal cuff
dehiscence with endoscopic closure versus 0.24% with transvaginal
closure.6 A review of over 40 published case reports and studies of
vaginal cuff dehiscence showed a greater number of repairs per-
formed vaginally.7 Some authors suggest that a suturing technique
which involves interrupted sutures at the vaginal cuff angles, incor-
porating the uterosacral cardinal complex into the cuff, and then
running the suture along the length of the cuff in one layer may
improve outcomes; this technique may  aid in the resistance of
downward traction.9
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There is presently no consensus with respect to the optimal
ethod of repair after vaginal cuff dehiscence. In the present
ase, vaginal cuff closure was performed with interrupted, ﬁg-
re of 8 absorbable sutures along the length of the cuff after
ebriding it of necrotic tissue. Optimal timing of surgical inter-
ention may  have prevented vaginal cuff dehiscence in this
atient with a rapidly enlarging pelvic mass and history of
olpotomy.
. Conclusion
This case uniquely demonstrates that persistence of a large
dnexal mass can cause pressure necrosis on the vaginal cuff
esulting in both dehiscence and prolapse of the mass even
ears after total abdominal hysterectomy. Whenever a vaginal
uff dehiscence is suspected, intestinal evisceration should be
uled out expeditiously and emergent surgical intervention is
arranted.
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